abled? It seems that there are certain things that we expect of disabled people, that they shall have tremendous spirit, be prepared to overcome disabilities, that they shall be more ambitious, have more aggression and so forth, but we do not expect them to enjoy life so much. It is part of the puritanical attitude. That is what seems to lie behind it. One has seen the sense of shock in a residential home for the handicapped if there is the suggestion that very severely handicapped people should marry. We have to face this and change this public attitude. We expect too much for the little we offer.
Dr R J F H Pinsent
(GeneralPractice Research Unit, Royal College ofGeneralPractitioners, cdo Birmingham Regional Hospital Board, 146 Hagley Road, Birmingham, B16 9PA)
The Impact of Physical Disability
The force of physical disability is felt by the person who experiences it, the professions which are involved in its care, and the community in which it occurs.
To the patient disability means just that: he is no longer able to do what he did before in quite the same way, through some limitation of function of some part or system. Because we are talking about people, though, we must consider also the effects of disability on the mind, which shares the impact of the disability with the body and has a major part to play in the restoration of functional ability.
The extent to which functional ability is regained depends on the nature of the catastrophe, the character of the person affected, the work he does and the extent to which he has an object in life which would be impossible to achieve unless he makes the necessary extra effort. Success is proportionate to his confidence in himself and in others, to his personality and, perhaps, to his faith.
An influencing factor may be the extent to which the onset of disability can be predicted by the patient, or by others on his behalf. The road accident which takes place without any warning may cause a lifetime's disability in an instant. The patient's problems begin at their most acute. On the other hand the prospect of disability may be discerned afar off, the black shadow of approaching blindness or the silence of deafness.
Here the patient has time for both concern and adjustment; help can be given to him, as it were, in advance of the disability, and this is where the caring professions first come in.
Within medicine the first responsibility in the sudden onset disability rests with the casualty services, from the policeman to the orthopedic surgeon. Secondarily it falls on the general practitioner and it remains with him. Predictable disability, however, may be mitigated by early treatment, and diagnosis at the first possible moment is essential. Here the general practitioner is wholly responsible. By early diagnosis he must ensure that others have optimal material on which to work. Proper management will necessarily involve specialist work by others, he must choose the right specialist for the condition, and one who is 'appropriate' to the patient, and he must do so at the right stage.
The responsibility of the specialist is not as straightforward as might at first appear. Whatever his specialty his objective should be the functional result rather than the result in survival terms. The surgeon must in his turn pass to his supporting services a patient who can obtain maximum benefit from their skills. This presupposes that the specialist will have the supporting services he needs. He may not always appreciate that their contribution to the restoration of function may be as great as his. In the end it is his responsibility to ensure that special therapiesspeech, occupational, physio and the restare developed in step with his own work.
On discharge from hospital the disabled person is back in the care of his family practitioner, for the long-term support he will need while regaining maximum performance. There may be a period of outpatient hospital attendance for special therapy not yet available elsewhere, but sooner or later the patient is on his own, with his family doctor as the first person to whom he turns in need. It is important, therefore, that the doctor becomes and remains up to date in new developments in the management of disability. He may himself initiate research into new resources or the deployment of advances made by others. He cannot help his patient to the full unless his opportunities are realistically taken.
The special therapies have, of course, a special place in patient care. Whether they can do their best work in the hospital context or in that of the community and home has yet to be determined. Assumptions are made that the hospital is their proper base. These may arise from expediency, namely that therapists fit conveniently into an administrative structure. The reorganization of the NHS to which we are looking forward will, we hope, make our care of the disabled even more effective.
The activities of the Department of Health and Social Security represent one aspect of the involvement of the community as a whole in the problem of severe disability. Local authorities, voluntary agencies, even learned societies all have a part to play, together with Government, in ensuring that Section ofGeneralPractice the right skills exist and that they are properly distributed. It is not enough to have scattered centres of excellence which the majority cannot reach; though, paradoxically, special arrangements may be necessary to take some patients very long distances for particularly advanced technology. There is increasing experience of the use of the helicopter air ambulance. Perhaps we may see further progress here.
There must be growing points for new knowledge with good outward communication. There must be many points at which care of a high standard can be applied. The rate at which new resources and techniques develop is set by enthusiasm and money. The professions will provide the former but the community itself must set aside the latter, and it must be convinced that the investment is worthwhile. There is one perhaps unrecognized argument in favour of such investment: the impact of physical disability may elicit in the affected person a response which takes him beyond the mere overcoming of his personal problem, and his character and capabilities may be disproportionately developed thereby, to the advantage and benefit of the rest of us. No doubt my colleagues can recall many instances in which compensating for a disability has this beneficial effect on the individual. The disabled are worth all the care that we can give them. They may not be numerous but they may give a good return. We are reminded by the presence of Group Captain Bader among us today that on a previous occasion the community made a heavy investment in the fewand had good cause to be thankful for it.
Lady Masham: Does Dr Pinsent feel that there should be a strong link between the hospital and the home? Sometimes I find that the practitioner is only too pleased to get disabled patients into hospital and then he can sigh with relief, wash his hands and forget about it. On the other hand, the hospital may have the attitude that it does not want the general practitioner coming in and interfering. Is there not a need for a better relationship between the hospital and the general practitioner? And should not the general practitioner be able to get information from the hospital before the patient comes home? Dr R J F H Pinsent: It is a regrettable first premise that communications between hospitals and general practitioners are eroded, and could be much improved.
Dr C J Goodwill (King's College Hospital, London SE5): Much has been said about the lack of communication. We have been rather negative up to now. In my experience the means of communication are open to us, quite irrespective of the Department of Health and Social Security. If any practitioner wants a specialist of his choice to see a disabled or any other patient he has only to phone for a domiciliary consultation. I find this the best way of seeing a disabled person, if possible with the occupational therapist and/or the social worker from a local authority and the general practitioner. One can solve many problems then. Preferably I like to have my own assessment in the hospital department before seeing the patient at home. My experience of running a disability clinic in a general hospital, once a week over the last few years, is that although one tells people inside hospital and outside that one is happy to see any disability, one receives very few referrals. In the main I get referrals more by chance from my physiotherapy or occupational therapy staff. The general practitioner is in most cases very welcome to come into a hospital clinic. If he knows the hospital staff he has but to phone us and ask to see his patient. Some general practitioners will say that many hospital staff will not do this; but with disability cases this is probably untrue. Dr D B Hawkins (Romford): I would like to support what Dr Goodwill has said. It is important now, when the new Department of Social Services is being set up, that we foster as much as we are able the full relationship between the general practitioner, the hospital services and the new Department. Particularly with disability, this new Department is the one which will be able to co-ordinate most of the services already available. As GPs most of us realize that these extra services are available. In most practices throughout the country there is still a great personal doctorpatient relationship, and I think this can still exist adequately, often much more fully, in group practices. With the facilities of a group practice one finds that one often has much more time to devote to individual patients and their requirements. My plea is that we all, in general practice and allied services, should realize where our failings have been. These have been partly in communications and much more in cooperation. Dr J A Hofineyr (South Ockendon, Essex): There has been something of an onslaught against the general practitioner. As one who has been in group practice and single handed I must say something in our defence. As a single-handed practitioner I think my relationship with the patient is probably better than in a group practice, when the patient often sees different members of the group. If patients want us to attend meetings like this they have on occasions to put up with a locum or a friendly colleague who will take a surgery while we are away.
As to hospital-doctor communication, there is sometimes a serious breakdown. Recently a regional hospital arranged to supply a home dialysis machine and installed it, knocking down a wall, putting in plumbing and so on. They have been seeing that patient every week for a year but finally instructed the wife in the home dialysis techniques. The first I knew about it was one night, at about midnight, when the wife's nerve failed her and she called me in. I had never seen a dialysis machine in my life; had I known that it was planned to install this machine I would have made it my business to go to the hospital and study the kidney machine, so that in an emergency I or my locum would have been able to cope.
